A 45 -year -old male patient presented with pain in left flank and voiding lower urinary tract symptoms (LUTS) for the last 12 months. He also presented history of several episodes of urinary tract infections (UTI) in the last 2 years. There was a non -documented history of undergoing left open pyelolithotomy for left renal calculus 5 -years ago. Apart from a scar present in left flank region, the rest of the general physical examination was unremarkable. Routine blood / urine examination revealed normal haemoglobin, blood counts, kidney function tests, random blood sugar levels and presence of 20 -25 pus cells / hpf. Urine culture examination revealed presence of E coli (> 10 5 CFU / ml). Imaging with X -ray and ultrasound of KUB region demonstrated completely encrusted double -J ureteral catheter with giant stone formation (45 mm) at distal bladder end resembling a "hockey -stick" (Figure-1) . After proper counselling and consent, the patient underwent removal of encrusted ureteral catheter by combined endourological approaches -cystolithotripsy (CLT), retrograde ureteroscopic lithotripsy (URSL) and percutaneous nephrolithotripsy (PCNL) performed in two sessions. Post -operative period was uneventful. At 3 -months follow-up there is no evidence of any radio -opaque shadow in X Ray KUB (Figure- 
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